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RESTLESSNESS, irritability and sleep- 
lessness, in whatever condition these 
symptoms occur, retard the patient's 
recovery on the road to health. Just a 
few nights of peaceful sleep with the 
aid of a suitable hypnotic generally en- 
hance other therapeutic measures. 


Ipral Calcium Squibb (formerly 
called “Ipral’’) is a satisfactory hyp- 
notic and sedative because: 


1—It is an effective sedative in small 
doses and may be safely and advanta- 
geously used in larger dosesasa hypnotic. 


2—lIts action begins fairly promptly 
after administration and continues over 
a period of hours. 


3—It acts chiefly on 
the central nervous 
system, having a 
selective action on 
the higher cerebral 
centers. 


4—It produces sleep, 


which closely resem- 
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MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 


Makers of INSULIN SQUIBB 


For the patient who cannot 


bles the normal, from which the pa- 
tient awakens generally calm and re- 
freshed. 


5—No digestive disturbances accom- 
pany its administration, nor in thera- 
peutic doses is it depressant to the heart 
or blood pressure. 


6—It is quite rapidly broken down and 
eliminated, and when the dose is re- 
peated, undesirable cumulative effects 
may be avoided by proper dosage 


regulation. 


Ipral Calcium (Calcium ethylisopro- 
pylbarbiturate) is supplied in 34-grain 
and 2-grain tablets in bottles of 100 
and 1000. The 2-grain tablets are also 
supplied in vials of 10 tablets. Ipral Cal- 
cium is available too in 1-ounce bottles. 


Tablets Ipral Sodium—4 grains are 
supplied for pre-anesthetic medication. 


Tablets Ipral - Amidopyrine pro- 
vide both an analgesic and a sedative 
effect. 
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ORIGINAL ARTICLES 


THE PREVENTION OF MAL-PRACTICE 
SUITS* 
Address by the Retiring President of the 
Providence Medical Association 


By Dr. CHARLES F. GoRMLY 
221 THAYER STREET, PROVIDENCE, R. I. 


To the Members of the 
Providence Medical Association: 


It now becomes my privilege and duty to address 
you as the retiring President of this Association. 

In the selection of a topic for this address I have 
been mindful of that section of the by-laws which 
prescribes that “The President shall deliver before 
the Association at the Annual Meeting an address 
with special reference to the work and needs of 
the Association.” 

There can be no doubt that the framers of these 
by-laws sensed the necessity of a sort of stock- 
taking at least once a year. 

During the past year we have made an effort to 
consider some of the interests of organized medi- 
cine other than purely scientific papers and we have 
in a feeble way offered an opportunity for a free 
discussion of these vexing problems. 

It is my earnest hope that under the wise discre- 
tion of the Public Relations Committee there may 
be a continuing opportunity for this type of discus- 
sion. With the tremendously important changes in 
the practice of medicine that confront us in the 
almost immediate future we need the enlightenment 
and information that these meetings afford. 

I would like to have discussed with you some of 
these important problems, such as sickness insur- 
ance, medical emergency relief, regimentations of 
the doctor and what not, but I feel that I know so 
little of these things that I am not competent to 
present them. However, there is a subject of which 
I do possess some special knowledge that may well 


*Delivered at the meeting of the Providence Medical 
Association, January 7, 1934, 


be included in this wise by-law and it is on this 
subject, “The Prevention of Mal-Practice Suits,” 
that I propose to address you. 


History 

There is much of interest in the history of mal- 
practice suits, but it is a very comprehensive sub- 
ject. It is of interest to note in passing, however, 
that the history of mal-practice, compared with the 
history of medicine, is in its infancy. 

The first case of which I can find a record was 
that of “Slater versus Baker and Stapleton” in 
England in 1767. This was an action that arose 
over the treatment of a fracture of both bones of 
the leg and in which a verdict of £500 was received 
by the plaintiff. Previous to this time, these actions 
were usually brought as a criminal charge and for 
assault. 

The first American case was in 1794 in Connecti- 
cut and the defendant, after the suit was filed, made 
some sort of an agreement with the plaintiff that 
the bill for an operation on his wife, who had died, 
would offset any claims for personal injuries. The 
jury did not agree with the defendant and gave the 
plaintiff £40 and cost. 

Abraham Lincoln and his partner, Williot B. 
Herndon, defended a physician in a mal-practice 
suit entitled “Ritchey vs. West” in the Adams 
County Circuit Court of Illinois, which was 
appealed to the Illinois Supreme Court in 1860. 
The defendant was defeated. 


Statistics 

It is quite obvious that there is a great difficulty 
in getting statistics of value in a study of this prob- 
lem. It is true here, as in most communities, that a 
threatened mal-practice suit is considered some- 
what derogatory and to be treated with the strictest 
confidence. 

The best available figures are from a recent study 
by Dr. Halbert G. Stetson of Greenfield, Massa- 
chusetts, who was president of the Massachusetts 
Medical Society, 1931-1933. He approximates the 
number of suits brought against physicians in the 
United States in the past five years as 20,000 and 
with nearly 1,000 occurring in Massachusetts alone 
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during that period. His careful study and investiga- 
tion developed the fact that there are at least 350 
cases awaiting disposition in Massachusetts at the 
present time. 

I have made some effort to determine how many 
cases occur in Rhode Island by inquiring from the 
local claims departments of those insurance com- 
panies who write this type of insurance. 

While admittedly an inaccurate figure, the best 
guess seems to be that about ten to a dozen threat- 
ened suits arise with not more than one or two 
going to actual litigation each year. 

There is another aspect to this question of num- 
bers of cases and that is the fact that once a suit is 
actually started in this state there is no way of 
removing it from the courts except by some legal 
disposition. 

Just how many such suits are now in existence in 
the Rhode Island courts no body seems to know. 
I personally know of many and of one that is eigh- 
teen years old. I recall still another in which both 
the plaintiff and defending doctor have been dead 
for several years, and yet the administrators of the 
plaintiff’s estate may, whenever. they choose, re- 
awaken this quiescent action and take their pound 
of flesh from what, if any, estate the doctor may 
have left. 

I would not like to leave the mentioning of this 
case without using it to make the point that these 
illegitimate cases (and this is an illegitimate case) 
should be prevented and never allowed to go to suit. 

The usual way to dispose of a case of this sort is 
for the administrator of the doctor’s estate to make 
some sort of a settlement so that the deceased doc- 
tor’s estate may be closed. 


Definition 

It is obvious from even a casual contact with this 
work that few lawyers and physicians and practi- 
cally no lay people have a clear conception of the 
conditions under which a physician is liable for 
negligence. 

Liability under this branch of negligence is called 
mal-practice, which simply means bad practice, and 
it may be either wilful neglect or ignorance. 

Negligence as it applies to a physician has been 
defined as “In doing something he shouldn’t do or 
in neglecting something he should have done or his 
failure to use the required skill and care in the treat- 
ment of a patient that is common to practice in the 
same locality at the same time.” 
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While there is always the legal consideration of 
criminal mal-practice, this has very little interest 
for most of us. Our concern is with civil mal- 
practice. The relationship of physician or surgeon 
to a patient is one of contract, either expressed or 
implied, and while the general rules as to the con- 
struction and validity or legality of contracts apply, 
practically no suits are brought on a breach of con- 
tract basis. They are almost universally predicated 
on a basis of negligence. 

Referring again to the basis for suits, it has been 
my experience that lawyers like laymen generally 
regard a bad result as negligence, and physicians 
themselves are also guilty of this misconception. 
Some authorities estimate that three-quarters of all 
cases are started on this wrong interpretation of the 
law. In spite of knowledge, skill and excellent care, 
mistakes will-occur and errors of judgment will be 
made which are not in any sense a basis for court 
action. 

Also it is to be remembered that there is no cause 
for an action in negligence unless the negligence 
complained of is the proximate cause of the injury 
claimed. Nevertheless, if a clever lawyer succeeds 
in getting any mal-practice suit to a jury, it is not 
hard for him to convince the average jury that the 
bad result was caused by a proximate negligent act 
of the doctor. 

In this same connection it is to be remembered 
that you are only required to possess ordinary skill 
and not extraordinary skill, of the highest degree 
possible. However, more is expected of a person 
who sets himself up as a specialist because profess- 
ing to possess more than ordinary skill the patient 
has a right to expect it in his treatment. The ques- 
tion of when a physician becomes a specialist is not 
one of law, but of fact, and it becomes a jury ques- 
tion to determine this fact. a 

Another important consideration is in reference 
to locality. The rule is that it applies to the place 
where the physician is located and not where the 
patient is treated. A physician from the city or 
medical center going into the country must use the 
same skill, diligence and care as doctors do in his 
locality. It must be remembered, also, that because 
the services are gratuitous there is no lessening in 
the degree of liability. 


Causes 
In practically every case that has ever come under 
my personal observation, there has been as a funda- 
mental basis the indiscreet criticism of some fellow 
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practitioner. Occasionally, it goes far beyond this 
and amounts to malicious detraction. There must 
always be this criticism or belittling on the part of 
someone. This custom or habit of making remarks 
about other doctors and their poor results is almost 
universal. As Dr. Weston says in his investigation 
of these cases, you will invariably find that some 
doctor, for some reason, has made a remark sub- 
stantially as follows—‘‘Who has been taking care 
of this case?” or “I am so sorry I did not have an 
opportunity to attend this case in the first place” or 
“T am afraid your case has gotten into such shape 
now that it will be impossible for me to remedy 
your trouble. Of course, the result might have 
been entirely different if you had come to me in the 
first place” or “Dr. Blank ought to be ashamed of 
himself, to let you get into this condition.” 

To be as fair to these doctors as is possible, their 
remarks can be considered as thoughtless, but there 
are times when they have been made with deliberate 
intent to provoke suits for damages. That envy and 
spite are factors in these disparaging remarks there 
can be no question. Do not jump at the conclusion 
that a bad result on the part of your fellow practi- 
tioner is something that you could have prevented. 
Bear in mind that you are looking backwards and 
that there were many difficulties in the handling of 
acase that you could know nothing of. Be sure that 
you have a correct appreciation of all of the condi- 
tions and be self-critical. 

Among other frequent causes are attempts to 
avoid payment of a just bill. 

Many suits are just nuisance suits threatened or 
even filed in the hope of making a little easy money. 
One authority even goes so far as to say that 75% 
of these suits are blackmail. The most frequent 
source of these cases are bones and particularly 
fractures, secondly burns, either from X-rays or 
from therapeutic lamps. 

There is not time now to discuss all these factors, 
the necessity for being prepared to defend yourself 
against these suits, the desirability of careful rec- 
ords, particularly the X-ray record. In this connec- 
tion I would like to stress a condition which I 
believe will some day prove troublesome and that is 
the destroying of X-ray films after two or three 
years. How are you going to satisfy a jury by tell- 
ing them that the X-ray films which they expect to 
see have been destroyed ! 
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Conclusion 


This, then, brings us to the important aspect of 
this address: the prevention of mal-practice suits. 
It is an urgent problem at the present time. It is a 
problem of such importance that throughout the 
entire country many fine medical minds are devot- 
ing time and earnest study in its consideration. 
Wherever figures are available it is clear that these 
suits in mal-practice are tremendously on the in- 
crease. Many factors are contributing to this ; some 
of these are within and some without our own 
profession. No physician can congratulate himself 
that he is immune. Unfortunately, it is often the 
doctor of the highest type, both in skill and charac- 
ter, that is sued. 

Now, then, having in mind the preventive value 
of avoiding gossipy remarks about other doctors’ 
results, the belittling or vicious detraction for self- 
aggrandizement, the value of well kept records, of 
written permission for operations and all these 
other familiar factors, I believe that the most im- 
portant single consideration in this work of preven- 
tion is to give an immediate consideration to these 
suits or threatened suits, be they legitimate or ille- 
gitimate, before a competent and authoritative 
committee of the organized profession; such a 
committee to be made up of the elders of the asso- 
ciation, mellowed and tolerant not only with fellow 
practitioners but with the laity as well. It is my 
belief and it has been the experience in other com- 
munities that a very large percentage of these cases, 
when brought to the attention of such a committee 
of highly respected practitioners, completely peter 
out. No self-respecting lawyer, when he learns that 
his claim against a doctor is an illegitimate one, 
would care to exhibit himself before such a com- 
mittee. Fake cases will promptly disappear, nui- 
sance cases and blackmail cases will cease to exist. 
The actual legitimate mal-practice case will be eval- 
uated and recommendations toward seeking its dis- 
position made. Lawyers will value this feature and 
seek the advice of this committee rather than get- 
ting curbstone advice from some doctor who cannot 
be possessed of the necessary facts upon which to 
base his judgment. 

To this end, I propose the following amendment 
to the by-laws of this association, believing that it 
will serve a very necessary need, and I am recom- 
mending that a vote on this amendment be held over 
until the next meeting and that a copy of this pro- 
posed amendment be sent to each member. 
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Amendment to the By-Laws of the PRovIDENCE 
MepicaL AssociATION as approved by the Stand- 
ing Committee. Article VII (Title) Or Eruics. 


Section 1 (see page 25). 


Section 1. The Principles of Medical Ethics of the 
American Medical Association shall govern the conduct of 
members in their relation to each other and to the public. 


Secrion 2. There shall be a Committee of the Association 
to be known as the Committee on Medical Ethics and De- 
portment. It shall consist of eight appointed members and 
the acting President of the Association as an ex-officio mem- 
ber with voting power. The President shall appoint this 
Committee. When first made up, two members shall be 
appointed to serve for the term ending at the annual meet- 
ing in January 1936, two until the annual meeting in 1937, 
two until the annual meeting in 1938, and two until the 
annual meeting in 1939. Thereafter, two members shall be 
appointed each year by the incoming President at the 
annual meeting to serve for four years. Any vacancy occur- 
ring in the Committee shall be filled by the President at 
once. 

Section 3. It shall be the duty of this Committee when- 
ever any claim of mal-practice against a member of the 
profession is made or threatened to be made, to investigate 
the case and to advise concerning its handling in co-opera- 
tion with all those concerned. 


Section 4. It shall be the policy of this Committee and 
of the Association to respect the privilege of every member 
to testify in any case as his conscience and opinion may 
dictate, and the Committee shall not seek to prevent any 
member from so doing. It shall in all matters act with due 
regard to the rights of the patient. 

Section 5. Whenever this Committee is informed that a 
claim of mal-practice is made or threatened, the Chairman 
or Secretary shall, as soon as possible, summon a meeting of 
‘the Committee for the purpose of investigating the circum- 
stances connected with the case. Stenographic minutes shall 
be kept of all meetings, and the proper expenses connected 
therewith shall be paid by the Association. 


SEcTION 6. It shall be the duty of every member of this 
Association to notify the Chairman or Secretary of this 
Committee of any mal-practice claim made or threatened 
against him or against any other member of the profession 
and to appear before this Committee at any time when he 
may be called and give the Committee all the information 
he may possess regarding the case. 


Section 7. It shall be the duty of every member of this 
Association who contemplates assisting in the preparation 
of a mal-practice claim or suit, or testifying in any such 
suit, to first notify the Committee of his intention and give 
to the Committee his reasons therefor. 


Section 8. No member of this Association shall make a 
charge for services or accept any compensation for acting 
with regard to a mal-practice claim or suit unless the Com- 
mittee shall consent. 


Section 9. It is the policy of this Association that no 
member shall speak disparagingly of the treatment given 
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by any other member until he has made himself thoroughly 
familiar with all the circumstances as they existed at the 
time of the treatment. 


Secrion 10. A violation of any of the above rules by a 
member of this Association shall be deemed just cause for 
his discipline by the Association. 


SecTIon 11. It shall be the duty of this Committee to 
prefer any and all charges against any member of the 
Association who has voiced criticism without justification 
and without seeking full information as to all the facts and 
without consulting with the Committee. These charges then 
to be submitted to the Standing Committee and acted on as 
prescribed in Section 6, Article 1, of the By-Laws. 


ON THE 
IMPORTANCE OF OBSERVATION 
AND INDUCTION IN DIAGNOSIS 


WITH SOME REMARKS ON ERRORS 
IN DIAGNOSIS* 


By GeorcE BLUMER 


Davis P. Smith Clinical Professor of Medicine, 
Yale University School of Medicine 


I have sometimes wondered whether Conan Doyle, 
himself a physician, created the character of Doctor 
Watson with malice aforethought. Here was poor 
Watson, a hard-working general practitioner, with 
a heart of gold and a cranium of almost solid ivory, 
pitting his wits against and acting as a foil for the 
acute and penetrating Sherlock Holmes. We know 
who served as the prototype for Sherlock Holmes, 
but who was the pattern for Doctor Watson? In 
creating Watson did Conan Doyle mean to infer 
that many general practitioners are lacking in 
powers of observation and in capacity for induc- 
tion, or was Watson perhaps merely an artistic 
adjunct like a bank-director or a vice-president? 
Conan Doyle is dead and, in spite of his belief in 
spiritualism, has not yet communicated with us so 
that we shall never know the answer to these 
queries. 

The characteristics of Sherlock Holmes that 
made him so successful as a detective were the same 
characteristics that made his prototype, Dr. Joseph 
Bell, Conan Doyle’s surgical teacher, so successful 
as a diagnostician. “Gentlemen,” said Joe Bell, as a 
patient walked into his clinic, “you will observe that 
this man has been a piper in a Highland Regiment.” 
Needless to say the class did not observe it and the 


*Read before the Providence Medical Association, De- 
cember 3, 1934, 
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patient himself, somewhat nonplussed, emphati- 
cally denied it. Joe Bell smiled a cryptic smile, 
ordered the patient into a back room, got a couple 
of husky orderlies to strip him, and there, branded 
on his shoulder, was the tell-tale D with which the 
British army of those days marked its deserters. 
“But, Sir,” said a student to Joe Bell, “how did you 
know that the man had been a piper in a Highland 
Regiment ?” “It was easy,” said Bell, “to see from 
his carriage that the man had been a soldier and it 
was simple for me to recognize him as a highlander ; 
he was too short for the line so he must have been a 
piper.” As Sherlock Holmes would have said, “Ele- 
mentary, my dear Watson, elementary.” 

Asasecond year student I wandered one day into 
the surgical clinic of Doctor John Morse, better 
known to the students as Johnny Morse. He might 
well have been dubbed the Joe Bell of the Pacific 
Coast. Quick and alert in his movements, he had 
clear-cut features, a sharp and penetrating glance, 
and a disconcerting way of seeing things that others 
missed. Beside him sat a patient, a middle-aged 
man with a very small, perfectly round swelling 
right in the center of his forehead. The senior class 
was called up man by man and requested to give a 
diagnosis of the case. Most of them called the tumor, 
a fibroma, a few ventured lipoma or osteoma. When 
they had all expressed an opinion, Johnny Morse 
turned to the patient and said, “When were you 
shot” “A few years ago,” said the man, “I was 
duckshooting with some friends and a pellet from a 
neighboring blind went wild and struck me in the 
forehead.” Morse had seen what the students failed 
to observe, that there was a minute scar over the 
supposed tumor and from this and its size and 
shape had drawn the correct conclusion as to its 
origin and nature. “Elementary, my dear Watson, 
elementary.” 

Another old teacher of mine, Clinton Cushing, 
one of our early gynecologists, was asked to exam- 
ine a woman who had been operated on two or three 
years préviously for an ovarian cyst. He examined 
her after the usual gynecological fashion and dis- 
covered that the ovary on the other side was 
involved. He noted also that there could be felt 
through the fornix, inside the abdomen, a hard, 
perfectly circular band into which he could insert 
the tip of his finger. He concluded that the original 
operator, who was more noted for his dexterity 
than for his adherence to the tenets of antisepsis, 
had, during the operation, dropped a ring off his 
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finger. At the second operation Doctor Cushing 
removed not only a second ovarian cyst but also a 
very fine emerald ring, which he gave to the patient. 
The patient offered it to the original operator, who 
refused it. She then gave it to Doctor Cushing, who 
was wearing it the last time that I saw him. “Ele- 
mentary, my dear Watson, elementary.” 

These stories may suggest that the speaker has 
reached his anecdotage ; nevertheless, they serve to 
emphasize the fact that observation and induction 
are of major importance in diagnosis. It is, of 
course, obvious that much more is involved in ob- 
servation that the mere use of the eyes. The cultiva- 
tion of the other senses, notably touch and hearing, 
is of paramount importance to the diagnostician. 
The sense of taste is seldom used nowadays, but I 
would remind you that diabetes mellitus was diag- 
nosed by its use long before the introduction of, 
copper reduction tests. The sense of smell is, in 
many of us, not particularly discriminative, but 
there are peculiarly gifted individuals in whom it is 
extraordinarily selective. Another old teacher of 
mine, J. O. Hirschfelder, once related how he made 
a diagnosis of diabetic coma while he was climbing 
the stairs to the patient’s room from the strong 
smell of rotten apples which permeated the whole 
tenement. Somewhere in his writings Weir Mitchell 
tells of boarding a bus in Philadelphia with his 
father, Dr. J. K. Mitchell. They had gone only a 
block when his father remarked that they would get 
out again. “But why?” said Weir Mitchell after 
they had alighted. “There was a case of smallpox on 
the bus,”’ said his father. “I smelt it.”” A somewhat 
similar story was told me by a confrere in San 
Francisco who had trained in Edinburgh. One win- 
ter soon after graduation he substituted for another 
practitioner in a remote country district in Scotland. 
He had among his patients a man with a fever, but 
he could not make out what the fever was. He called 
in the nearest country doctor, an old experienced 
practitioner, one stormy winter’s night. The old 
doctor walked into the cottage covered with snow 
and muffled to the nose. As he uncoiled his muffler, 
round after round, he sniffed. “Ah,” said he, before 
he had even approached the patient, “ye have a case 
of typhus fever here,” and so it proved to be. Nor 
must we forget, in discussing observation, to refer 
to the ability to detect the mental peculiarities of the 
psychoneurotic or to spot the slight psychic aberra- 
tions which may characterize the patient in the early 
stages of insanity. Such changes usually present a 


22 


picture which must be appreciated by the intellec- 
tual centers rather than the senses. 

To what extent the habit of observation is inher- 
ited and to what extent it may be improved by prac- 
tice is an interesting question. There can be no 
doubt, I think, that men are not equally gifted at 
birth with this important faculty. Some are nat- 
urally acute observers, others are not. There is 
equally little doubt that the aptitude is one which 
can be cultivated to a considerable extent, particu- 
larly if training in observation begins in childhood. 
Those of you who read Kipling will remember how 
the old Yogi trained Kim of the Rishti. He would 
expose to his gaze for a given period a trayful of 
gems and he would require Kim, after removal of 
the tray, to repeat to him a list of its contents. This 
process was repeated from time to time until the 
pupil was perfect. In the youth of many of us here 
present tonight education was rather a formal and 
static affair, but it is now in flux and I am credibly 
informed that much more attention is devoted to 
the development of observation in children than 
was the case a generation ago. In our medical 
schools a similar result has been brought about by 
the substitution of laboratory work for lectures. It 
is interesting to note, in reading the lives of success- 
ful physicians, that in some of them the formal edu- 
cation of their time was replaced by a type of train- 
ing of a much more casual character but of a kind 
likely to develop habits of observation. William 
Stokes, for example, whose name we quote when- 
ever we speak of Cheyne-Stokes breathing or of 
the Adams-Stokes syndrome, never received a very 
formal education, but he passed many hours during 
his youth in long walks with his father, who was 
not only a physician but also a good naturalist. 
Thomas Addis Emmett, the American gynecologist, 
had a similar boyhood. 

There is probably no faculty in which men nor- 
mally show greater differences than in their powers 
of judgment. Even though our observation is cor- 
rect, the deductions which we draw from our facts 
may be erroneous. This may be due to lack of 
knowledge of the possibilities, particularly if we 
are dealing with one of the rarer diseases or if we 
are young and lacking in experience. It may be due 
to the failure to appreciate that every case, no matter 
how simple it appears to be, must be considered as a 
problem. Lack of this appreciation results in a form 
of over-confidence that besets the experienced man 
more than the tyro and sometimes leads to curious 
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errors. One cannot, of course, draw conclusions 
without the facts on which to base them and in the 
early stages of many diseases and even in the late 
stages of some the history may be insufficient or 
physical signs may be absent or inconclusive so that 
correct diagnosis is impossible. After all, a diagnos- 
tic chain is no stronger than its weakest link and a 
carelessly taken history, an insufficient physical 
examination, the absence of some important labora- 
tory test, a lack of knowledge of the possibilities, 
or poor reasoning, may any of them lead to an erro- 
neous diagnosis. 

Let us now consider some concrete errors in 
diagnosis, bearing in mind that we all inevitably 
make errors in diagnosis, some of them excusable 
and due to the inherent difficulties of the problem, 
others due to carelessness, bad judgment or lack of 
experience. And first let us consider two cases with 
a good deal of superficial resemblance but with 
quite different causes : 

A Polish restaurant keeper of 50 was admitted to 
St. Raphael’s Hospital in an unconscious condition. 
It was stated to the ambulance doctor who brought 
him in that he had been quite well up to the time of 
the present attack but that he had had business 
worries and had ‘been drinking rather heavily at 
times. After his evening meal he suddenly com- 
plained of numbness and cramps in his left arm and 
his speech became thick. Soon after his left leg 
became numb, he was unable to stand and had to be 
assisted to bed. When brought to the hospital an 
hour or two later he was unconscious. On examina- 
tion the following morning he was still completely 
unconscious. The right pupil was smaller than the 
left and both pupils failed to react to light. He had 
conjugate deviation of the eyes. The naso-labial line 
on the left side was somewhat ironed out. There 
was a short systolic murmur at the aortic cartilage 
and the blood pressure was 180/110. There were no 
definite changes in the reflexes. The urine was nor- 
mal. A diagnosis of cerebral hemorrhage was made. 
The man was a hypertensive of the stocky muscular 
type, and the history and physical findings seemed 
perfectly compatible with the diagnosis. The next 
morning the patient was perfectly conscious, his 
pupils were still unequal and rigid and his paralysis 
had disappeared. 

In view of this rapid recovery it seemed highly 
improbable that the picture could be explained by a 
cerebral hemorrhage and it was suggested that he 
might be a paretic. His spinal fluid showed 14 cells 
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to the cubic millimeter and when the Wassermann 
reactions were reported a day later both the spinal 
fluid and blood showed a four plus reaction. The 
subsequent course of the case confirmed the revised 
diagnosis of paresis. 

A few days later a married woman of 47 was 
brought into the ward in an unconscious condition. 
Her husband stated that she had been in perfect 
health for years preceding this illness. Her symp- 
toms began with numbness in the left arm and leg, 
followed by a jumpy feeling in the limbs of the left 
side. There was inability to use the left arm and 
this was soon followed by unconsciousness. She 
was seen by one of the attending physicians who 
found her completely unconscious with twitching 
of the left side of the face, the left arm and the left 
leg. There were no lesions in the internal organs and 
the systolic blood pressure was only 120. The urine 
was normal. 

Here again it seemed as though a cerebral acci- 
dent had occurred, possibly a hemorrhage, but the 
next morning when I saw her the patient was quite 
conscious and had no complaints except numbness 
of the left side. The deep reflexes in the left arm 
and leg were diminished and there was a suggestive 
Babinski on the left side. The eye grounds were 
normal. The original diagnosis being improbable, 
it was suggested that she too might be a paretic or 
that she might have a cerebral neoplasm. In view of 
the latter contingency a lumbar puncture was de- 
ferred. The blood Wassermann was complete nega- 
tive. Stereoscopic X-rays of the skull showed a 
dense shadow the size of a golf ball just to the right 
of the median line near the Rolandic area. At opera- 
tion my colleague, Dr. W. F. Verdi, removed the 
tumor which was just about the size of a golf ball 
and though soft was full of calcareous material 
which undoubtedly accounted for the dense shadow. 
There was no hemorrhage into the tumor, but there 
was a sharply localized area of fresh meningitis 
directly over it which no doubt accounted for the 
symptoms. 

These cases have been reported to show how 
closely the history and symptomatology of cerebral 
hemorrhage can be imitated by entirely different 
lesions. It is, of course, quite common for paretics 
to have convulsive seizures, though they are not so 
commonly associated with localizing signs such as 
occurred in the case reported. It is also not uncom- 
mon for patients with cerebral neoplasm to present 
themselves under the guise of a cerebral accident, 
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very often due toa hemorrhage into a latent tumor, 
but it is usual, I think, in such cases to find by care- 
ful questioning some history of preceding mental 
disturbance. 

I would remind you, too, that some other condi- 
tions may produce temporarily a picture which sug- 
gests a cerebral hemorrhage, although as in the 
reported cases it is generally possible to reach a 
correct diagnosis in time. Patients with heart block 
not infrequently have apoplectiform seizures. 
Chronic alcoholics occasionally have apoplectiform 
seizures. 

There is another type of case which is illustrated © 
by the following history : 


A physician of fifty-nine years of age got up one 
morning as usual and while putting on his clothes 
noticed numbness in the right side of his body with 
loss of power in the right arm and leg and thickness 
of speech. He had been perfectly well the night 
before. He had no headache and there was no loss 
of consciousness, not even mental confusion. He 
was a man who always enjoyed good health but 
according to his wife he had been nervous for sev- 
eral months and had not been sleeping well. He 
denied specific infection and was not a drinker. 

Examination about 11 o’clock in the morning 
showed a lower facial paralysis on the right side, 
a very weak grip in the right arm, and weakness of 
the right leg. His left pupil was a little larger than 
the right but both reacted to light and accommoda- 
tion. The eye grounds were negative. The pulse was 
not slow. The heart showed a good many pre- 
mature contractions. The sounds were clear. The 
blood pressure was 126/80. Tendon reflexes on the 
left side were exaggerated and there was ankle 
clonus and a Babinski reaction on the left side. The 
speech was rather thick but there was no aphasia. 
Examination of the lungs and abdomen was nega- 
tive. The paralysis completely cleared up within 
three hours, but returned for about an hour in the 
afternoon. The following day there was only slight 
thickness of speech and a very slight lower facial 
weakness. The ankle clonus had disappeared and 
there was only a suggestion of a Babinski. On the 
17th he felt perfectly normal. All paralysis had dis- 
appeared and the physical signs were negative. The 
Wassermann report come in by this time was abso- 
lutely negative. The patient has been perfectly well 
since and in active practice. 

This case represents a type of lesion which simu- 
lates a cerebral accident but which is apparently not 
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due to hemorrhage, thrombosis, or embolism. The 
usual explanation of these cases is that they are due 
to temporary arterial spasm, but this explanation is 
not entirely satisfactory. I saw one case, also a 
physician, who had an aortic aneurism with a four 
plus Wassermann who had thirty such attacks. 
While I am not satisfied as to the common explana- 
tion, I mention these cases because they are likely 
to be confused with a cerebral hemorrhage. 

The general point which these cases emphasize is 
that localizing cerebral signs are indicative of the 
site but not the nature of the lesion. This is well 
illustrated by the following case: 


An American girl of 21 complained that her arms 
were lifeless and that she suffered from occipital 
headache. 

She had not been perfectly well for two years. 
She first noticed lifelessness, as she described it, in 
one finger and it gradually developed so that after 
a while any muscle would give out on exercise. Late 
in the afternoon she was unable to keep her eyes 
open. For eighteen months her speech had gradually 
become more nasal. When she was nervous she 
would have very severe occipital headaches. Her 
hearing was not as good as it had been and she 
claimed that she was unable to read, but an oculist 
was unable to find any errors in refraction or 
changes in the eye ground. She had difficulty in 
swallowing and some difficulty in breathing. She 
had a good deal of difficulty in chewing her food. 
She was very constipated. She had not lost any 
weight. 

There was nothing particular in her family his- 
tory or in her past history, and examination showed 
that she was well nourished, that she had a dis- 
tinctly nasal voice, that her pupils reacted slug- 
gishly, that there was ptosis on both sides—more 
marked on the left—that she could only lift her arm 
about twenty times without tiring, and that the 
internal organs were all negative. The urine was 
also normal. The obvious diagnosis seemed to be 
the rather rare disease known as myasthenia gravis. 
The patient was referred to Dr. James C. Fox, 
who confirmed the diagnosis. On a second visit to 
Dr. Fox it was found that a double choked disk had 
developed, and the patient died about three months 
later with definite evidences of a brain tumor. 

There is another type of cerebral lesion which 
not infrequently gives rise to errors in diagnosis 
which is illustrated by the following case : 
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A man of 38 was found about three hours after . 
a heavy supper lying on the bathroom floor in a 
stuporous condition but not completely unconscious. 
When seen by his family doctor within twenty 
minutes he was almost pulseless, gasping for air 
and cyanotic. He rallied after stimulation and the 
following day developed fever. He continued in a 
semi-conscious condition with involuntary defeca- 
tion and urination. 

Seen at the end of 24 hours he had no stiff neck, 
his pupils reacted to light and accommodation, his 
eye grounds were negative and he had a rather 
doubtful Kernig sign on one side. A lumbar punc- 
ture attempted at the patient’s home was not satis- 
factory. His lungs showed no definite dullness and 
no localized modification of the breath sounds, but 
many bronchial rales. The heart sounds were clear 
but of poor quality. The abdomen was negative. 
Blood pressure 158/80. The urine was negative. 
The temperature had risen to F. 105°. The leuko- 
cytes were 13,000. 

It was evident that the man had symptoms and 
some signs of meningeal and cerebral irritation but 
not a clear-cut picture of any specific disease. There 
was a suspicion of meningitis. It was suggested that 
in spite of the absence of signs of lung consolida- 
tion the man might have a central pneumonia and 
the cerebral signs might be due to meningism. 
Forty-eight hours after the onset of the illness defi- 
nite signs of consolidation appeared in one lung 
and the patient recovered completely after the usual 
course of lobar pneumonia. 

The condition of meningism or meningismus is 
one which may occur in a number of infectious dis- 
eases, more commonly in childhood than in adult 
life. When it occurs during the course of an infec- 
tion it causes much less diagnostic difficulty than 
when it occurs at the onset of the infection and 
dominates the picture. It may be mistaken for 
meningococcus cerebrospinal meningitis and it may 
mask the onset of pneumonia, typhoid fever, typhus 
fever or influenza. Headache, delirium, retraction 
of the head, stiff neck, ocular paralysis and mus- 
cular twitching may all be present, but there is 
seldom a clear-cut Kernig’s sign. The nature of the 
changes is early determined by a lumbar puncture, 
for there is no increase in the number of cells in the 
spinal fluid from these patients. 

I wish to refer to one other type of case before 
we leave the discussion of cerebral disease and I 
shall have to rely on my memory for the main facts 
in an illustrative case : 
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When I was a house officer in Baltimorea middle- 
aged man was brought into the medical wards com- 
plaining of severe headaches, occasional convul- 
sions and failing vision. 

Examination showed a pale, rather sparely nour- 
ished individual with very prominent eyeballs, 
double choked disk, but no localizing cerebral signs. 
His pulse was rather slow and decidedly incompres- 
sible. His heart was moderately enlarged and his 
second aortic sound was accentuated. His urine was 
of low specific gravity and at times contained a trace 
of albumin and a few casts. While he was in the 
hospital he had several severe generalized convul- 
sions lasting several minutes and in one of these he 
finally died. 

All of the house officers who saw the case diag- 
nosed it as a brain tumor, but Dr. Osler was skepti- 
cal and suggested that it was chronic interstitial 
nephritis. This, of course, was before the days of 
blood chemistry, X-rays of the skull and the mod- 
ern sphygmomanometer. The autopsy showed no 
sign of a brain tumor. The man had small, red, 
granular kidneys and the case is related merely to 
make the point that there are cases of chronic 
nephritis with chronic uremia in which typical 
choked disk may occur and if, as in this case, con- 
vulsions are also present, a diagnosis of brain tumor 
is likely to be made. 

We have already discussed the masking of pneu- 
monia by meningeal symptoms. Let us now con- 
sider some other sources of error in pulmonary 
disease : 

A woman of 52 took to her bed October 14, 1932, 
with pain in the left chest increased by breathing. 
She did not have a chill. There was fever ranging 
from F. 99 to F. 101 with some sweating at night. 
There was cough but no expectoration. She had 
apparently lost a little weight. 

Examination showed a strongly-built, muscular 
woman who was markedly sunburned. Examina- 
tion of the lungs showed an area of rough breathing 
in the left infraclavicular region and a few moist 
rales at the left base. There was no enlargement of 
the lymph nodes. The abdominal examination was 
negative. It was thought that she had a small patch 
of bronchopneumonia following a grippe attack. 
As time went on the pulmonary signs failed to clear 
up and a month later an enlarged gland was dis- 
covered on the left side of the neck. This was 
removed and showed an adenocarcinoma. A little 
later a pleural effusion developed and 750 c.c. of 
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clear fluid was removed. An X-ray of the chest 
showed a picture which was compatible with a diag- 
nosis of pulmonary neoplasm, and four months 
after her first symptoms the patient died with signs 
which confirmed this diagnosis. 

This case illustrates two points of interest: (1) 
that a pulmonary neoplasm may present itself under 
the guise of an acute process, and (2) that infection 
of pulmonary neoplasms is a common occurrence 
and may for a time completely mask the real dis- 
ease. In a somewhat similar case seen about the 
same time a clear-cut shadow in the lung X-ray of a 
middle-aged man was diagnosed as an abscess. An 
operation was performed and several ounces of pus 
were evacuated. The patient apparently recovered 
but two months later returned for re-examination 
on account of recurrent cough and loss of weight 
and the X-ray demonstrated multiple tumor masses 
throughout the involved lung. 

The following case illustrates a more common 
type of diagnostic difficulty : 

A student of 18 was taken sick rather suddenly 
with fever (maximum F. 103), anorexia, occasional 
vomiting and constipation. At first ‘he had no cough 
but after a few days this appeared with mucopuru- 
lent expectoration. There was some sweating at 
night and it was noticed that the patient became 
dyspneic and quite cyanotic when he went from his 
bed to the nearby bathroom. 

Examination showed slight cyanosis with rather 
rapid respirations. On sitting up in bed the’patient 
became quite breathless and cyanotic. Just below 
the sternal end of the right clavicle there was an 
area of modified bronchial breathing with fine moist 
rales and a second area of frankly tubular breathing 
with moist rales was found just inside the angle of 
the right scapula behind. The physical examination 
was negative otherwise, and two examinations of 
the sputum for tubercle bacilli were also negative. 
It was thought that the boy had bronchopneumonia. 
For a week he improved and then the cough got 
worse, the expectoration became very heavy and 
yellow and he began to lose weight. A second exam- 
ination a month later showed a hectic flush, sinking 
in of the right supraclavicular region, impaired 
resonance at the right apex, and many typical 
crackles. He was sent to a hospital where tubercle 
bacilli were finally found in the sputum and an 
X-ray showed shadows indicative of pulmonary 
tuberculosis. He finally recovered under sanatorium 
treatment which included artificial pneumothorax. 
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This case illustrates something well known to all 
of us but which we sometimes forget or overlook, 
namely, that tuberculous pneumonia, whether of 
the lobular or lobar type, cannot be differentiated in 
its early stages from ordinary pneumonia and that 
if an apparently acute pulmonary process fails to 
clear up as we expect we must always have in mind 
the possibility that it is of acid-fast etiology. 

With the exception of the more obscure diseases 
of the nervous system there is probably no field of 
diagnosis more difficult than abdominal diagnosis. 
I will present a few histories illustrating this: 


A student of 18 was suddenly taken one evening 
with acute epigastric pain, vomiting and fever. 
Seen by his local physician he appeared shocked, 
with a rapid, thready pulse and cool extremities. He 
was at once sent to a hospital and was examined by 
an internist and a surgeon. The outstanding find- 
ings were a board-like, rigid upper abdomen which 
was somewhat sensitive, and a leukocyte count of 
about 20,000 with a high polynuclear ratio. The 
examination of the heart and lungs showed no defi- 
nite abnormalities. A diagnosis of a perforated gas- 
tric ulcer was made, but at operation, which was 
performed within an hour after entrance to the 
hospital, the abdominal organs were entirely nor- 
mal. The next morning there were unequivocal 
signs of consolidation of the right lower lobe, and 
the patient, after running the usual course of lobar 
pneumonia, recovered promptly. 

This case illustrates the fact that in some cases 
of lobar pneumonia the early symptoms and signs 
may be referred to the abdomen. This is particu- 
larly likely to occur in children but occasionally 
occurs in adults. Not infrequently a diagnosis of 
appendicitis is made and an operation is performed, 
only to find a normal appendix. Much more rarely 
acute pancreatitis is diagnosed, as in a case reported 
by Halsted. In most of these patients a careful 
examination of the chest will reveal suspicious 
signs, but occasionally the pneumonia is central at 
the onset and the signs do not appear until after the 
operation. Such cases emphasize the importance of 
a careful general examination in all patients with 
acute abdominal symptoms and are instances of 
referred pain. In children one occasionally sees 
pneumonia cases which begin with earache, as 
Meltzer pointed out years ago, another example of 
referred pain with a different distribution. 


A different type of case is illustrated by the 
following history : 
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A child of 8 was brought into hospital with acute 
abdominal pain, severe backache and vomiting. She 
showed a high leukocytosis with abdominal rigidity 
and tenderness and a diagnosis of acute appendicitis 
was made. At operation a normal appendix was 
removed. The next day high fever continued, the 
patient complained of sore throat and the surgeon 
noted an erythematous eruption which was espe- 
cially marked in the groins and axillae. The child 
was transferred to the isolation hospital where a 
characteristic punctate erythema developed and the 
child, after going through a perfectly typical and 
rather severe attack of scarlet fever, recovered. 

This case illustrates the fact that severe general 
infections are, at time, ushered in by acute abdom- 
inal symptoms which simulate an acute surgical 
abdomen. This is particularly likely to occur in 
scarlet fever, but may occur in general septicemia. 
The underlying pathology is obscure. In one autop- 
sied case, a general infection with Friedlander’s 
bacillus, nothing was found to explain the abdom- 
inal pain. 

Another type of mistaken diagnosis in abdominal 
disease which unfortunately is far from uncommon 
is illustrated by the following case: 

An operation for gall-biadder disease was pro- 
posed to a married Italian \woman of 43, the mother 
of 8 healthy children. The family desired a second 
opinion before consenting to an operation and the 
following symptoms and signs were elicited : 

The patient had not felt perfectly well since the 
birth of her last child eight years previously. She 
had been weak and constipated. For three months 
she had suffered from attacks of pain in the left 
hypochondrium radiating to the back and left shoul- 
der; these might last for 3 or 4 days. With the 
attacks she vomited. There was never any jaundice 
or any fever with the attacks. An X-ray of the gall 
bladder was negative. 

Examination showed a well-nourished but rather 
sallow woman. The pupils were unequal, irregular 
and did not react to light ; they did react to accom- 
modation. The pulse was regular, the blood pres- 
sure was 140/82, and there was a harsh systolic 
murmur at the aortic cartilage with a ringing sec- 
ond aortic sound. The lungs were clear. The liver 
was not enlarged, the gall bladder notch was easily 
felt and there was no tenderness over it. The knee 
jerks could not be obtained even with reinforce- 
ment. There was slight hypoesthesia of the skin of 
the legs. Rombergism was not present. A spinal tap 
was done and the spinal fluid, likewise the blood, 
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showed a 4 plus Wassermann. Needless to say the 
operation was deferred. 

This type of case is far too common and this 
patient differed from many similar ones, mainly in 
the fact that she had no abdominal scars. It is the 
rule for these patients to present themselves with 
from one to three scars, over the appendix, the gall 
bladder, or the stomach regions. It is difficult to 
find an excuse for mistakes of this sort, for a con- 
siderable majority of patients with tabes dorsalis 
present clear-cut signs, and one can only conclude 
that operations on such patients result from care- 
less examination on the part of the surgeon. It is 
true that the diagnosis of tabes is not always simple, 
but in most cases it is not difficult. 

I might continue with illustrations of the difficul- 
ties of abdominal diagnosis, especially in cases with 
pain as a presenting symptom, but the time is lim- 
ited. I would remind you that abdominal pain is 
not infrequently due to extra-abdominal lesions, 
that acute sacroiliac disease, coronary occlusion, 
lead poisoning, arthritis of the spine with nerve 


root pressure and metastatic malignant growths | 


with nerve root pressure may all simulate abdom- 
inal lesions. One could easily devote a whole eve- 
ning to a discussion of the obscure causes of 
abdominal pain. 

I wish to refer now to a fairly common general 
disease which causes confusion by simulating local 
disease. The following case illustrates the point : 

Early in January a school teacher of 27 began to 


complain of pain in her knees with headache over | 
_ present themselves under some unusual guise. It is 


both eyes, pain in the back of the neck and a reduc- 
tion in the output of urine. Examination showed 
that the knees were slightly swollen and tender, 
there was tenderness over both supra-orbital 
regions, and the nasal mucosa was markedly con- 
gested. The temperature was F. 100°. The urine 
contained no albumin but showed a few red and 
white blood cells. She was thought to have an upper 
air passage infection with sinusitis, mild arthritis 
and possibly a mild nephritis. The fever and scanty 
urine continued and after 4 or 5 days edema of the 
eyelids developed. A blood count was then made 
which showed 8,500 leukocytes of which 26 per cent 
eosinophils. This led to a more careful dietary his- 
tory and it was discovered that 8 or 9 days before 
the onset of her illness she and a companion had 
eaten some underdone pork. While she never had 
any pronounced muscle tenderness, a piece of 
muscle was excised and several trichinae were 
found in it. The final diagnosis was trichinosis. 
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I call your attention to this case because trichi- 
nosis is by no means a rare disease in this country 
and is frequently wrongly diagnosed. In this par- 
ticular case it was natural at the onset to regard the 
case as one of sinusitis and this is not the first time 
that such an error has been made. Nearly 20 years 
ago Dr. E. L. Pratt published an article on the 
simulation of acute sinusitis by trichinosis. These 
cases are also taken for nephritis at times, especially 
if there is little or no fever and if a blood examina- 
tion is not made. Only recently Horlick and Bick- 
nell have shown that, contrary to the usual state- 
ment that the parasite does most of its damage to 
striped muscle, both unstriped muscle and the kid- 
ney can be damaged. The commonest mistake, how- 
ever, is to regard these cases as typhoid fever and 
the simulation may be very close; even spots like 
rose spots may occur. However, edema of the eye- 
lids, which is very common in trichinosis, never 
occurs in typhoid fever, and the blood picture, with 
its marked eosinophilia, at once calls attention to 


_ the probable diagnosis. The disease may also pro- 


duce meningism and may be taken for meningitis. 
As a matter of fact trichinae may’ be recovered 
from the spinal fluid as Van Cott showed many 
years ago. I have laid some stress on trichinosis not 
only because it is fairly common and often mis- 
diagnosed but also because of its increasing medico- 
legal importance. 

The subject you have assigned to me presents 
almost unlimited possibilities for discussion, for 
there are but few diseases which may not at times 


even true that normal conditions may be mistaken 


‘ for pathological ones. One still occasionally sees 


the normal sinus arrhythmia of childhood diag- 
nosed as:serious heart disease. I once saw a young 
physician incise the belly of the long extensor of the 
big toe as an abscess. Lordotic albuminuria may be 
mistaken for nephritis and renal glycosuria for 
diabetes mellitus. Myxedema may be mistaken for 
Bright’s Disease. Emphysema may mask pulmo- 
nary tuberculosis, aneurysm or mediastinal tumor. 
But as Longfellow said, “Art is long and time is 
fleeting,” and we must come to an end sometime. 
All I have attempted to do is to call your attention 
to some of the common mistakes which have come 
to my personal attention and you will have noted 
that some of them were due to the inherent diffi- 
culties of the subject, some were due to poor 
observation, some were due to poor induction, and 
some, alas, were due to ignorance or carelessness. 
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Kelley, Secretary-Treasurer. 


EDITORIALS 


PUBLIC HEALTH AND POLITICS 


The Health Department of the City of Provi- 
dence, thanks to the keen insight and constant dili- 
gence of its former Chief, Dr. Charles V. Chapin, 
has for many years been the pride of all under- 
standing citizens. During all this period it was ever 
free from the baneful influence of party politics. 
Otherwise, the brilliant advances in Public Health 
matters in which Dr, Chapin led the profession to 


new conceptions of disease transmission and pre- 
vention could not have been achieved. Under Dr. 
Richardson the department has been maintaining 
its characteristic high standard of work and carry- 
ing on the spirit of its former director. 

It is well, also, for the local profession to realize 
that under men similarly free from political dom- 
ination the laboratory of the State Board of Health 
has been giving an excellent account of itself. In 
the matter of statistical and epidemiological studies 
as well as routine laboratory procedures in the 
fields of bacteriology, chemistry and pathology, Dr. 
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Rounds and his associates have given to the people 
of the State and to the medical profession a service 
that is worthy of the highest praise. 

In this situation the JouRNAL deems it a duty to 
point out the grave danger to the people of our 
State that will be inherent in any situation in which 
party politics interfere with the organization and 
operation of these vital departments. Public Health 
and Party Politics cannot be mixed. It is to be 
hoped that every physician in the state, whatever 
may be his political leanings, will take every oppor- 
tunity to emphasize his objection to any transgres- 
sion of this rule. 


UNDULANT FEVER 


Rhode Island has followed closely its program 
for the elimination of tuberculosis in cattle. In the 
near future we may expect the State to be free 
from bovine tuberculosis. It should be. 

Our farmers have opposed this legislation, but 
they have unwittingly been paying for the support 
of those who were infected by milk, and cared for 
in State institutions. 

It is useless to have grade-A milk if we allow 
tuberculous milk to enter into the manufacture of 
butter, cheese, and ice cream. 

Too many parents are strict about milk, and ex- 
tremely careless when buying ice cream for their 
children. Such inconsistency is amazing, especially 
in obviously intelligent people. It creates a situa- 
tion ; since dairy products, and especially ice cream, 
are likely to be bought anywhere along the way, 
the only solution of our problem is to prohibit the 
sale of all milk products unless they are certified or 
pasteurized. It would protect us, not only against 
tuberculosis, but against undulant fever. We should 
take undulant fever as seriously as tuberculosis, 
and fight it with the same vigor. 

In order to avoid confusion, it might be advisable 
to set a date, after which milk produced within the 
State shall come from cows free from abortus 
infection. Rhode Island might duplicate the New 
York Sanitary Code, which holds January 1, 1936, 
as the actual date when the regulation against 
Bang’s disease will be enforced. This is one of the 
most important methods of attack. The prevention 
of undulant fever in humans depends on its success. 

Meanwhile, the dangers of abortus infection 
should be explained to farmers. It is an expensive 
disease, from the farmer’s standpoint. He should 
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be easily convinced that it is in his interest to elimi- 
nate infected cows from his herd. He should be 
made to realize that he is helping to pay institution 
charges increased by those infected by milk, that it 
is not only a moral obligation, but sound common 
sense, to co-operate with the State and get rid of 
diseased heads. 


THE VOICE OF ORGANIZED 
MEDICINE 


Memory does not recall any instance in which the 
invasion of medical affairs by politics has been 
advantageous to either the medical profession or 
the public. There is hardly any profession which is 
as highly specialized as is medicine. There exists 
no line of thought in which tinkering and tamper- 
ing with well established methods and adequate 
personnel would result in so much hygienic woe. 

Should any engineer suggest an absurd reduc- 
tion of the number of rivets to be used in bridge 
construction he would soon be voted down by the 
engineering profession. There is or there should be 
but one consideration for health department or 
hospital offices and that is fitness for a position. 
Wherever there has been the indiscriminate sup- 
planting of hospital staffs or able officials, disaster 
has always followed. Incompetence always brings 
its toll. It does not follow, however, that those who 
fill the places of officials or physicians whose heads 
fall under the “spoils system” are necessarily unfit, 
but it is equally true that many of our departmental 
heads are, through ability or long experience, par- 
ticularly suited to the positions they fill. 

Consider what would happen if different political 
parties succeeded one another in rapid succession. 
A staff would no sooner get into good working 
order but another would arrive to take its place. 
The doctrine to “let well enough alone” is a good 
one particularly when our “well enough” is very 
good indeed and in the present case of our health 
department has brought success and distinction to 
our State and city. We have never heard of any 
particular objections or complaints about our pres- 
ent health department, and it would seem that any 
contemplated change would not be for the purpose 
of increased efficiency but more for sharing in an 
institution that has been so successful as to be 
notable. As far as health matters are concerned, 
nothing can justify manipulation or change of an 
administration whose outstanding excellence is so 
well and generally recognized. 
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REPORT OF THE MILK COMMISSION 
OF THE 
PROVIDENCE MEDICAL ASSOCIATION 


REUBEN C. Bates, Secretary 


Certified Milk in Providence during 1934 was 
obtained from the following farms: Cocumcussoc 
Farm, Wickford, R. I.; Cherry Hill Farm, North 
Beverly, Mass. Fairoaks Farm, Lincoln, R. I.; 
Hampshire Hills Farm, Wilton, N. H.; Walker- 
Gordon Farm, Charles River, Mass. 

Through the courtesy and co-operation of the 
Boston Commission we have accepted their certifi- 
cation of two farms from Massachusetts and one 
from New Hampshire. 

Bacteriological and chemical examinations of the 
milk are made in the laboratories of Brown Uni- 
versity under the supervision of Professor Charles 
Stuart. Potency tests on Vitamin-D Milk are con- 
ducted in the laboratories of Professor John Bunker 
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at Massachusetts Institute of Technology. All the 
farms have Accredited Herds and are free from 
Abortus infection. 

Letters have been sent out to many new mothers 
to acquaint them with the qualities of Certified 
Milk. Pamphlets and advertising material have also 
been sent out to the physicians and dentists. A sym- 
posium on Vitamin-D Milk was held, at which time 
Dr. Bunker of Boston gave us an interesting talk 
concerning vitamins. The usual full page advertise- 
ment appeared in the R. I. Mepicat Journat., 
During the year joint meetings of the producers 
and commission have been held and many problems 
have been discussed regarding the production and 
advertising of Certified Milk. 

The personnel of the Commission includes Drs. 
Harold G. Calder, Chairman; A. Roland Newsam, 
Francis V. Corrigan, George W. Waterman, Rob- 
ert H. Whitmarsh, Henry E. Utter, Harmon P. B. 
Jordan, Raymond L. Webster and Reuben C. Bates, 
Secretary and Treasurer. 


MONTHLY AVERAGES OF CERTIFIED MILK 


CocuMcussoc Cuerry 


FArIROAKS HAMPSHIRE HILLS WALKER-GoRDON 


Bacteria Bacteria 


BE. Ds: Be: 
4.45 13.50 3,855 4.20 13.17 2,075 
February... 13.52 2,915 4.26 13.26 812 
13.91 2,946 4.11 12.92 1,210 
13.48 2,262 4.18 13.03 1,750 
13.37 5,300 3.88 12.76 2,140 
13.56 5,250 4.06 12.41 4,510 
13:35 3:91 1275. 15757 
R 12.93 1,160 4.36 13.36 2,330 
September................ 4.38 13.32 2,406 4.13 13.05 1,237 
4.46 13.50 1,672 4.15 13.03 1,625 
Novembev................ 4.56 13.59 3,472 4.36 13.37 1,810 
Decembev................. 4.51 13.54 2,664 4.20 13.02 1,462 
Yearly Average... 4.71 13.50 3,209 4.11 12.97 3,113 


T.S. pere.c. B.F 
4.56 13.76 2,722 4.10 13.06° *12 4.03 12.69 2,587 


Bacteria Bacteria 
T.S. percc. perce.c. 


Bacteria 
T.S. perec. 


5.01 14.29 2,150 4.31 13.24 ©... 12.88 2,212 
4.70 14.04 1,611 4.28 13.28 _.... 3.92 12.39 1,870 
4.85 13.97 1,706 4.12 13.07 _..... 3.90 12.44 3,187 
5.12 14.36 1,210 4.31 13.27)... 4.13. 12.78 2,775 
4.72 13.60 1,678 3.94 12.75 _.... 4.13 12.63 8,060 
445 13.23 3,050 4.23 13.05 _.... 4.46 12.64 4,150 
4.38 13.31 1,893 4.00 12.87 _..... 4.06 12.64 2,738 
4.21 13.29 1,356 4.12 12.90 _..... 4.07 12.74 2,862 
4.30 13.24 1,011 4.22 13.07... 4.35 12.99 1,786 
4.79 13.76 1,927 4.20 13.10... 4.19 12.95 1,970 
4.02 13.07 364 4.13 13.03 _..... 4.13 12.98 62 
4.59 13.66 1,723 4.16 13.05 _..... 4.12 12.72 2,854 


*Hampshire Hills sells Pasteurized Certified only. 


THE REPORT 
OF THE ANNUAL MEETING OF THE 
NEW HAMPSHIRE MEDICAL SOCIETY 


May 15th and 16th, 1934 


By Herman A. Lawson, M.D., 
and 
C.S. Westcott, M.D. 


The Annual Meeting of the New Hampshire 
Medical Society was held in Manchester, N. H., on 
May 15th and 16th of this year. Dr. Clinton’ West- 
cott and I attended as delegates from the Rhode 


Island Medical Society and enjoyed the cordial 
hospitality of our New Hampshire brethren. 

The scientific sessions we found very interesting 
and profitable. The annual meeting of this society 
occupies two full days in contrast to the custom of 
our own State Society. The evening of the first day 
was given over to social activities which were held 
in the ballroom of the Hotel Carpenter. We were 
entertained by speakers, a splendid choir, other 
singers and dancing. 

The scientific sessions began with a paper on 
“Prolapse of the Uterus During Pregnancy” by Dr. 
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Donald E. Higgins. The patient was a thirty-eight 
year old woman in whom the cervix and lower seg- 
ment of the uterus protruded four inches beyond the 
vulva. A Porro Caesarean hysterectomy was per- 
formed. The child, a five pound girl at birth, was 
alive and well two months later. The mother made 
arapid recovery. The speaker showed moving pic- 
tures of the operative procedure. 

The second paper was a report of a case of 
Phenobarbital Poisoning by Bernard P. Haubrich. 
The patient was a primipara in the sixth week of 
her pregnancy. She was being treated for morning 
sickness, and fourteen days after taking Pheno- 
barbital, grains 1% three times a day, developed an 
eruption, enlargement of the glands of the posterior 
angle of the neck, and fever. The attending physi- 
cian made a diagnosis of German Measles. Nine 
days later he was called to see this patient and 
found that she was running a fever from 100° to 
103°, that she complained of soreness in the glands 
of the neck, malaise, and that she was covered with 
a diffuse, blotchy erythema over the chest and abdo- 
men greatly resembling a measles rash. The medi- 
cine was discontinued and in four days the patient’s 
temperature was normal and she was completely 
well. Because of a return of the nausea and vom- 
iting, the medicine was taken again, and within 
forty-eight hours she complained of fever, the same 
type of measles rash, sore throat, dysphagia, head- 
ache, sore and swollen eyelids, and itching of the 
skin. The medicine was discontinued. On the nine- 
teenth day she had marked jaundice and on the 
twenty-fourth day had a miscarriage. This was 
followed by profuse desquamation all over the 
body. She made a complete recovery, but it was 11 
or 12 weeks before the pigmentation of the skin 
entirely disappeared. The speaker pointed out that 
two types of poisoning are encountered : 

1. Those resulting from therapeutic doses 

2. Those resulting from an over-dose 
He pointed out that from one to three percent of 
patients taking Phenobarbital show toxic symptoms 
resulting in skin eruptions which are of two types; 
namely, urticarial, or a measles or scarlatini-form, 
maculopapular erythema. There is a fever from 
101°-102° and there may be gastro-intestinal symp- 
toms such as nausea, vomiting and diarrhea. There 
is often adenitis, and if the skin eruption is well 
marked there is usually an eosinophilia. Poisoning 
has been reported from the use of very small doses, 
as in one patient who developed symptoms on the 
second day when taking one-quarter grain twice 


NEW HAMPSHIRE MEDICAL SOCIETY 31 


daily. The treatment recommended is: (1) intra- 
venous glucose in the toxic cases ; (2) Coramine— 
intravenous injection of 5 c.c. of a 25% aqueous 
solution. Reece has reported that patients in pro- 
found narcosis, following the intravenous injection 
of 12 to 20 grains of sodium amytal, who would 
ordinarily sleep from 10 to 14 hours, were awake 
in two to five minutes and within five to ten minutes 
had returned to normal both physically and men- 
tally. Haubrich concludes, therefore, that Coramine 
should be used as the antidote for marked Pheno- 
barbital poisoning. He recommended, also, that 
some restrictions be placed upon the indiscriminate 
sale and use of these substances. 

The third paper was entitled “Bone Tumors. 
Report of Two Cases of Benign, Giant Cell 
Tumors,” by Dr. H. L. Taylor of Portsmouth, 
N. H. Dr. Taylor pointed out that “bone cysts, 
giant cell tumor, chondroma and the like require 
thorough curettage, cauterization and in the case of 
the cysts crushing in of the bone shell. To hasten 
ossification giant cell tumor and chondroma, bone 
chips may be inserted into the cavity to hasten for- 
mation of new bone. Sarcomatous tumors of bone 
on account of the poor results of extensive muti- 
lating operations should be treated in a conservative 
manner. Extensive X-ray treatment for three 
months followed by resection and bone grafting of 
the upper extremity and amputation well about the 
seat of tumor formation of the lower extremity. 
Cancer should be treated by the X-ray and no 
operation performed. The malignant cysts, myx- 
oma and myelomas require resection or curettage 
with cauterization and bone chips, either from bone 
shell or the tibia to hasten ossification. 

“Taking everything into consideration, careful 
study of the case and conservatism should be the 
rule.” 

The afternoon session on May 15th was opened 
by awarding a medal to two physicians who had 
been active members in the New Hampshire Medi- 
cal Society for fifty years. The president also 
accorded recognition to seven members who had 
been active in the practice of medicine for fifty 
years or longer. This was followed by the annual 
address of the President, Dr. Robert J. Graves. 
His address was entitled ‘““How Far?” by which he 
meant how far toward Moscow, Rome, Berlin or 
even Washington we should go in introducing new 
methods in social and economic practices. It was an 
excellent address dealing principally with the eco- 
nomic difficulties of physicians and with the atti- 
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tude they should take toward the public and toward 
any plans for medical practice. He made reference 
to House Bill No. 417: An act authorizing the 
State to pay for medical care of certain charity 
patients as part of the welfare relief. Although the 
act had resulted in many abuses he felt that even- 
tually, with modifications, it would be regarded as 
wise legislation. He called attention to the fact that 
physicians must interest themselves in well people 
as well as sick people and that physicians must 
take the proper attitude toward health examina- 
tions of these people. He warned that the doctors 
must be ready with plans for this changed social 
and economic order or else have plans forced upon 
them by the laity. He spoke of the abuses of free 
and “ten cent clinics” and of the amount of free 
work done by physicians privately. Physicians, he 
said, have no political talent, but they must organ- 
ize, for the public good first, and for their own 
welfare secondly. Today’s problems, he said, can 
best be met by the proper functioning of the County 
Society. The most serious criticism of medicine is 
not in the professional and technical side, but arises 
from the fact that the administrative and social 
side has not kept pace with the former. The State 
Medical Societies must prevent ill-advised legisla- 
tion and they must be alert to prevent lay inter- 
ference, for we want no new social agencies. 

The president’s address was followed by a sym- 
posium on tuberculosis in which the medical aspects 
were deait with by Drs. Robert Demming and A. S. 
Petroff of Saranac, the surgical aspects by Dr. 
Richard Overholt of the Lahey Clinic, and the 
roentgenological aspect by Dr. A. S. Merrill of 
Manchester, New Hampshire. Dr. Petroff spoke 
on anti-tuberculosis vaccination. He condemned 
severely B.C.G. vaccination as “a costly human ex- 
periment which, since the death of its originator, is 
slowly passing into oblivion.” Dr. Overholt gave a 
“discussion regarding the common basis for all 
collapse procedures in the treatment of pulmonary 
tuberculosis.”” He emphasized the “importance of 
differentiating temporary and permanent forms of 
collapse.” He gave the “broad indications for the 
various collapse procedures” and “a brief review 
of the present status of 155 patients treated by 
collapse therapy other than pneumothorax.” “The 
ideal plan of collapse therapy for any case is the 
one which will not only check the progress of the 
disease but will leave the patient with the diseased 
lung collapsed and all healthy portions of the lung 
expanded and capable of function.” 
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The meeting on May 16th opened with the rec- 
ognition of delegates from other New England 
States. Only two states were represented by dele- 
gates, there being two from Massachusetts and two 
from Rhode Island. This ceremony was followed 
by a paper on Friedman’s Modification of the 
Ascheim-Zondek Test for Pregnancy by Dr. J. N. 
Friborg of Manchester, New Hampshire. Follow- 
ing this paper, Dr. William P. Murphy of Boston 
showed a three-reel moving picture dealing with 
pernicious anemia, particularly diagnostic points 
and methods of treatment. At the afternoon session 
Dr. Alvarez of the Mayo Clinic read a paper en- 
titled “What Is Wrong with the Patient Who Feels 
Tired, Weak and Toxic?” This was a most excel- 
lent paper, brim full of the wisdom and good sense 
so characteristic of Dr. Alvarez, with many valu- 
able lessons learned in his wide experience. The 
second paper, “The Diagnosis and Treatment of 
Breast Cancer,” by Dr. Frank E. Adair of the 
Memorial Hospital of New York City, concluded 
the exercises. 


SOCIETIES 


RuopvE IstAND Mepicat Society CouNcIL 
MEETING—NOvVEMBER 22, 1934 


The regular quarterly meeting of the Council 
was held at the Medical Library on Nov. 22, 1934, 
at 4:30 P. M., and was called to order by the Presi- 
dent, Dr. A. H. Miller. 

The Treasurer’s Budget for the year 1935 was 
presented by the Treasurer, Dr. J. E. Mowry, and 
the Council voted approval of the budget as read 
and recommended it to the House of Delegates 
for adoption. 

Dr. Chas. L. Farrell, Chairman of the Commit- 
tee on Education, State and National, presented a 
comprehensive report for his committee which 
comprised extensive plans to inform the lay public 
on medical matters. These plans included a series 
of popular lectures on Sunday afternoons during 
January and February of 1935, the distribution of 
medical information through the medium of milk 
distributors, and by means of printed statements 
which the physicians would include in their monthly 
statements to their private patients of record deal- 
ing with such subjects as the value of diphtheria 
immunization, vaccination, pre-school examination, 
etc. These were to be furnished at cost to the physi- 
cians, and would bear the statement that informa- 
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tion was approved by the Rhode Island Medical 
Society. Dr. Farrell pointed out that all these proj- 
ects would entail the expenditure of considerable 
money. A thorough discussion of the whole pro- 
gram resulted in a vote being passed that the Coun- 
cil approved the free public lecture courses, and 
the appropriation of an amount not to exceed 
$125.00 for the expenses necessary for its publica- 
tion, and the tabling of the remainder of the pro- 
gram as outlined by the Committee on Education, 
State and National. 

It was voted to accept the resignation of Dr. 
E. Franklin Stone, and the resignation of Dr. J. P. 
Lobo who has removed to Fall River, Mass. 

It was voted to place Dr. Horace N. Williams on 
the retired list. 

Adjourned. 
Respectfully submitted, 
J. W. Leecu, Secretary. 


House or DELEGATES—NOVEMBER 22, 1934 

The regular quarterly meeting of the House of 
Delegates was held at the Medical Library on 
Nov. 22, 1934, at 5:25 P. M., with Dr. A. H. Miller, 
President, presiding. 

The Secretary reported upon the minutes of the 
Council meeting held immediately preceding the 
meeting of the House of Delegates. 

On motion of Dr. Chase, duly seconded, the rec- 
ommendation of the Council that the House of 
Delegates approve the Treasurer’s Budget was 
voted. 

It was voted to fix the annual dues for the ensu- 
ing year at $10.00. 

The recommendation of the Council for the 
approval of an amount not to exceed $125.00 for 
the use of the Committee on Education, State and 
National, in connection with the public Sunday 
afternoon lectures during January and February, 
was voted. 

The following letter from Dr. Edward S. Cam- 
eron relative to legislation providing for payment 
of physician’s services rendered to hospital patients 
who subsequently recover damages for the injuries 
for which the physician has treated him was read 
by the secretary : 

“Frequently doctors who have treated accident 
cases, which eventually have recovered damages, 
find great difficulty in collecting for their services. 
Recently one of our men who had successfully 
treated a difficult case was unable to collect a cent 
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of his fee, although the patient recovered dam- 
ages amounting to seventeen thousand dollars 
($17,000). This is an exaggerated instance, but 
many cases of this character constantly occur. 

“You will find enclosed a letter from a Provi- 
dence attorney which was unsolicited by me, but 
was written by him after I had discussed the situa- 
tion with him. 

“Dr. William O. Rice of the Rhode Island Hos- 
pital tells me that the Hospital Association, of 
which he is a member, is going to try to put through 
the Legislature a measure similar to that suggested 
by Mr. Semple. 

“Tt would seem that such a movement might be 
carried through successfully and to the benefit of 
all concerned if the Hospital Association, the Medi- 
cal Society, and maybe the Dental Society could 
combine their efforts. 

“Tt has been suggested that this matter be brought 
before the House of Delegates through you.” 

Sincerely yours, 
Epwarp S. CAMERON, M.D. 


Dr. Walter C. Gordon felt that legislation along 
these lines should not be confined to remuneration 
of hospital physicians but should be so framed as to 
provide that any physician treating cases which 
subsequently collect damages therefor would be 
included. Dr. Chase suggested that the matter be 
referred to the Committee on Legislation, and that 
this committee make contact with the Hospital 
Association which is active in furthering such legis- 
lation. It was moved and seconded that the matter 
be referred to the Committee on Legislation, and so 
voted. 

Dr. Taggart, Chairman of the Committee on 
Classification of Physicians, asked the House of 
Delegates for instructions as to the extent to which 
his committee should use its own judgment in 
classifying physicians. It was pointed out that the 
Committee on Classification had full authority to 
classify and publish the result of their classification, 
and it was suggested that the Committee avail them- 
selves of all sources of information for this pur- 
pose including memberships in societies, State and 
National, and the repute and standing of the indi- 
vidual physician in his community. A vote of con- 
fidence in the Committee on Classification was 
passed. 

Adjourned. 

Respectfully submitted, 
J. W. Leecu, Secretary. 


COMMENTS UPON MEDICAL TOPICS 


By Wa trorp W. THEwLIs, M.D. 


Finsterer of Vienna, in 529 cases of duodenal 
ulcer, did a gastric resection in 97.5 per cent, and a 
gastro-enterostomy in 2.5 per cent, according to 
Park, The Jour. Oklahoma State M. Assoc., 27 :277, 
1934. Park had the privilege of seeing von Eisel- 
berg, eighty years old, do two gastric resections at 
the old Billroth Clinic. This clinic was the first to 
do a gastro-enterostomy. 

The Radium Institute of Paris, Park found, was 
handling about 600 cases a year. When radium is 
used about the jaws, teeth are never extracted for 
five or more years after the radium is used because 
of a severe necrosis of bone which develops if ex- 
tractions are made before that time. They have 
found that only 20 per cent of enlarged glands 
associated with carcinoma of the lip are malignant, 
but that 80 per cent of enlarged glands associated 
with carcinoma of the tongue are due to extension 
of the growth. In carcinoma of the lip, if the case 
is to leave Paris and not be under their supervision, 
operation is performed. If the patient is to remain 
in Paris they depend entirely on radium and do not 


operate. All cases are re-examined yearly. 
+ 


Chronic alcoholism and pellagra observed in sev- 
eral cases—an interesting combination. 
Collens et al., Am. J. Med. Sc., 188:528, 1934, 
treat insulin allergy with histamin phosphate. 
Lemann, New Orleans Med. and Surg. J., 87 :92, 
1934, gives a simple method for prescribing diets 
for diabetics, using a measured instead of a weighed 


diet. 
* 


Eller, J. A. M. A., 100:385, 1933, lists the pre- 
cancerous dermatoses as follows: senile keratoses, 
seborrheic keratoses, kraurosis vulvae, moles, radio- 
dermatis, leukoplakia, syphilis, occupational kera- 
toderma, lupus vulgaris and tuberculosis cutis, 
lupus erythematosus, arsenical keratoses, chronic 
ulcers, cicatrices, papilloma of the tongue, cutane- 


ous horns. 
* * 


Corneal ulcer: focus of infection may be in the 


teeth. 
* * * 


In searching for foci of infection it is well not to 
forget to X-ray all areas where teeth have been 


removed. Very often a fractured, infected root will 
be found. It is probably safe to consider all frac- 
tured roots as infected. A small root with pin-point 
abscess may cause great damage in one case; in 
another, a large infected area may be observed 
without noticeable absorption. Individual resistance 
to bacteria is often startling, but so is the sudden 
vulnerability of certain patients to apparently mild 
infection. 
* 
It is never safe to diagnose cancer without a 
biopsy. 
* 
A bacteriological diagnosis of diphtheria is not 
complete without a virulence test on a guinea pig. 
* * 


To diagnose whooping cough, cough plates are 
useful. A blood smear showing lymphocytosis and 
an increased white count are quite suggestive. 

* 


Miller and Abbott, Am. J. Med. Sc., 187 :595, 
1934, give a practical technique for intestinal intu- 
bation. The apparatus may be used to secure intes- 
tinal contents from, or to inject substances into any 
area within the upper half of the intestinal tract. 
It may eventually lead to new methods of diagnos- 
ing and treating intestinal lesions. 

* * 


Many cases of prolonged fever of unknown 
origin have been found to be tuberculous two years 


after the onset. 
Ok 


W. Osler Abbott, Penna. M. J., June, 1934, gives 
his experiences with the postural treatment of 
visceroptosis. No apparatus is used. There is strong 
evidence that the function of the gastro-intestinal 
tract has been restored to normal. The same author, 
in the July, 1934 issue of Medical Clinics of No. 
America, pointed out that postural treatment re- 
lieves the symptoms of visceroptosis but has no 
effect on duodenal stasis. 


* * 
Cochrane and Nowak, New Eng. J. Med., 210: 
935, 1934, report ten cases of acute thyroiditis. The 
infection may be due to direct trauma or may be 
secondary to some other focus. It is not common. 
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